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One of the most remarkable facts about suicide, which has been pointed out by social historians for over a hundred years, is the regularity of its rate of occurrence in any particular population. This has stimulated many investigations into the sociological causes of high and low suicide rates.
One of the earliest, and still one of the best, is that by Durkheim (1897).
In preparing this paper I have drawn freely on two English monographs, on 'Suicide in London' (Sainsbury 1955) and 'Attempted Suicide' (Stengel & Cook 1958) . Their titles are a reminder of the first distinction to be drawn in this field: those who commit suicide and those who Isurvive after an attempted suicide are two distinct groups. Some writers have obscured the difference by pointing out that both groups have performed suicidal acts; Lindemann (1950) has gone further, describing suicide as 'the fatal case of a disease for which we have no name'. To remedy this he proposed the term 'hypereridismfor the morbid state of hostile tension which culminates in such an act. This is to suggest a homogeneity which the facts belie. Suicides, as a group, are clearly distinguishable from attempted suicides in several respects. They differ, for example, in their epidemiological characteristics. In one study there were twice as many cases of attempted as of successful suicide in the population surveyed. In those who attempted suicide there were more than twice as many women as men, but in the suicides the sex ratio was reversed. The suicides, unlike the others, were mainly over the age of 45 (Carstairs & Brown 1958) .
Neither suicide nor attempted suicide is an illness; both are patterns of human behaviour, determined by a number of factors in which physical or mental illness, personality and environment each may play a part; and both have been the subject of systematic sociomedical research. Before referring to these inquiries in order to show some of the characteristics of the suicide-prone, one word of caution is needed: statistics tend to be incomplete because there are often strong social pressures to prevent accurate reporting of these events. For example, Southern Ireland has a reported suicide rate which is among the lowest in the world; but this is a country in which the Roman Catholic Church has great authority. It is doubtful whether there really are few suicides, or whether for religious reasons great pains are taken to represent suicide, when it occurs, as death from other causes. In England, on the other hand (though not in Scotland) attempted suicide is a criminal offence which can lead to a prison sentence. This undoubtedly gives rise to under-reporting of attempted suicide in official returns. As Epps (1957) has pointed out, objective study of these acts is not helped by society's pronouncement that those who succeed in suicidal attempts are of unsound mind, while those who fail are to be regarded as criminals.
With these reservations, we can nevertheless draw some guidance from past research. Studies both of suicide and of attempted suicide show that these acts are commonest among persons who are socially isolated. They occur with greater frequency in large cities than in country districts, but even in the metropolis suicide remains a relatively rare event. In any year there are about 12 suicides and perhaps 30 cases of attempted suicide per 100,000 population. This means that, in a general practice of 2,500, attempted suicide may be met a little less frequently than once a year, and suicide about once in three years; in country practices the rates will be lower.
It is clear therefore that large populations must be studied in order to show sociological correlations. Attention can then be directed to the dwellers in lodging-houses, hotel rooms and bedsitting rooms, to members of immigrant minority groups, and to those who have lost their family ties. Single persons are more likely to commit suicide than the married, and for married men the risk diminishes progressively with each additional childup to the number of 5 (Halbwachs 1930) .
It is those people who lead isolated lives, deprived of contact either with family, friends, or a religious community, who are most exposed to the risk of suicide.
One high-risk group has attracted particular attention, namely the student population. The late Sir Alan Rook has summarized the facts:
Suicide comes second to accidents as a cause of death in students. Over a period of thirty-five years 103 undergraduate deaths were recorded in Cambridge; of these 41 were due to accident, 35 to suicide and 27 to disease. During the past decade the suicide rate among men students at Oxford and Cambridge has been three to five times higher than that for men of the same age in
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England and Wales. At seven provincial universities the excess is much less marked and women students rarely commit suicide. In Cambridge, at least, there is evidence that the student suicide rate in the last decade was about the same as in the period 1928-38 (Rook 1959) . As explanation Sir Alan Rook suggested that high academic standards may be associated with emotional instability in the student entry; and that college life demands a self-reliance which many students do not possess. The only suggested association supported by figures was the increased frequency of suicide during the period of examinations. Since, however, the early summer months are the peak period for suicides in the general public as well as in students, one cannot with confidence regard examination stress as a crucial factor.
It has to be remembered, especially now that the thymoleptic drugs are coming into general use, that the depressed patient passes through a period of increased suicidal risk during the early stages of his treatment. In some cases the retardation and loss of volition is relieved, while the mood remains at times quite depressed. Such patients regain power of initiative only to turn it against themselves. It has to be remembered that suicide is not always preceded by mental illness. Sometimes it is the result of a deliberate, considered choice as in individuals who are on the verge of exposure and disgrace, or who realize that they are suffering from a painful and incurable disease.
In a proportion of cases, the suicide gives warning of his intention: Robins and his collaborators (1959) found this to have been the case in 69 % of 134 consecutive suicides. This is still more often found in cases of attempted suicide; indeed Stengel (Stengel 1952 , Stengel & Cook 1958 ) has emphasized the 'appeal' character of this act.
Estimates have differed widely as to the frequency of psychiatric illness in attempted suicides. Dahlgren (1945) could not ascribe a psychiatric diagnosis in 58 out of 251 such cases, whereas Stengel & Cook (1958) ascribed a diagnosis to almost all of their large series. Robins & O'Neal (1958) found that none of 109 attempted suicides admitted to a general hospital was clinically well, although they could not fit a diagnosis to 18 of these patients. These, of course, are studies of hospitalized patients: many others are treated at home, and these may include a smaller proportion of the clinically ill. The Reverend Chad Varah, whose organization 'The Samaritans' now answers some 2,000 appeals a year from suicidal or despairing individuals, has said recently that 'The vast majority of them are not suffering from any mental illness' (Varah 1960) . They are lonely and frustrated people, and often their loneliness and frustrations are aggravated by their own lifelong personality difficulties. The catalogue of characteristics of those who attempt suicide is unflattering: traits of dependency, egocentricity, sexual maladjustment, narcissism, inability to form friendships, of immaturity, and of hypersensitivity have all been described. These subjects have frequently been regarded as emotionally unstable and prone to sudden impulsive behaviour. Many of them have come to psychiatric attention before the attempt at suicide, and these are commonly diagnosed as showing hysterical or psychopathic personality.
There is often an aggressive element in the suicidal act, and this may be quite explicit, as in the suicide note quoted by Batchelor (1954b) which ran: 'Dear Dad, this is Good-bye. You haven't been much of a Dad to me -Johnny.' When the suicidal attempt becomes too obviously a threat, it mobilizes counter-aggression and its implicit appeal for help is less likely to be met. Public opinion, however, now increasingly recognizes that imprisonment is not the way to deal with these unfortunates. They need treatment, if necessary under compulsory orders. There are still all too many hospitals which neglect these patients' needs. At the very least, every case of attempted suicide should be seen by a psychiatrist and his future treatment planned before he is discharged from hospital.
As a result of social measures to control excessive drinking, alcoholism appears to have diminished in importance as a cause of suicide. Whereas in the last century alcoholics formed 77 % of a group of attempted suicides studied in Liverpool (Sullivan 1898) , the proportion of alcoholics in a similar series observed there forty years later had fallen by 13% (Hopkins 1937) . Drinking to excess, especially when this is associated with manic-depressive illness or psychopathic personality, can certainly heighten the risk of an impulsive suicidal act (Glatt 1957 , Batchelor 1954a .
It is important to consider whether people who have made one or more unsuccessful suicidal attempts should be regarded as especially suicideprone. Stengel & Cook (1958) state that suicide is infrequent in persons who attempted suicide. Their own follow-up of 286 cases, which they admit is incomplete, revealed 6 (2-1 %) subsequent suicides; Batchelor (1954b) found that 2% of 200 cases of attempted suicide had died by their own hand within one year. In other large series of attempted suicides followed up for several years subsequent suicide has been found in 60% (Dahlgren 1945) , 4-8% (Hove 1953 ) and 9-1% (Schneider 1954) . Even the smallest of these figures represents a suicide rate of 2,000 per 100,000 as compared with rates in the general population which do not usually exceed 20 per 100,000 per annum. It is abundantly clear that the warning of a suicidal gesture, and even of expressed suicidal intent, must never pass unheeded. This is particularly the case when it occurs in a person who may be suffering from depression and when the attempt has been a serious one. It is true to a lesser extent for patients who show hysterical, psychopathic or alcoholic symptoms and for previously stable persons who find themselves confronted with sudden, seemingly overwhelming, stress. These are the cases for which the physician must keep a vigilant watch.
Dr Ian Stewart (Keighley) read a paper entitled Suicide: The Influence of Organic Disease. A full account of this paper will be found in the Lancet, 1960, ii, 919. The Problem of Suicide in General Practice by C A H Watts MD DRCOG (Ibstock, Leicester) Suicide is essentially a disease of general practice. In Ibstock with some 8,000 patients at risk we have had 12 suicides in almost fifteen years. I know of no patient of ours during that time who committed suicide during a stay in hospital. It is very good to know that the Section of Medicine is interested in this subject because depression is no monopoly of the psychiatrist. We all have our quota of cases. We hear a great deal about the problem of death on the roads, and much useful propaganda is put out to try to lower those figures. The suicide problem is just as great and it deserves just as much attention. We all need to be much more aware of it, the public as well as the medical profession. It is one of the major problems of our age, and yet the depressive symptoms which so often precede the tragedy are overlooked or misinterpreted. This point may be illustrated by two striking case histories:
Case 1 A hospital porter began to get some peculiar ideas that the Russians were coming. His fellow porters pulled his leg about his queer talk, and they laughed as he dived under a table when he heard a plane passing overhead. They did not, however, laugh when they heard that he had killed his wife and children to save them from the Russians. He did not take his own life as he might well have done. I understand the man is still in Broadmoor having recovered after a course of E.C.T. 'Why in Heaven's name couldn't someone have helped me earlier?' he asks: and he, it will be noted, worked in a hospital.
Case 2 A general practitioner colleague of mine was confronted by a very anxious man who had organic symptoms. My friend decided to have a second opinion before passing the patient on to a psychiatrist. The consultant wrote: 'I examined your patient. I found no evidence of organic disease and I have thoroughly reassured him. I don't think you need worry about a psychiatrist.' Before this letter had reached my colleague the man had hanged himself. The general practitioner, who knew the patient well, realized the man was anxious, but he missed the depression. The consultant, who had only a single interview with him, was even more at sea. These two rather grim cases are described to show how we all miss or mismanage depressions, laity, general practitioners and consultants, and even psychiatrists! In 2 of the 12 suicides in our practice the tragedy was completely unexpected. In 5 cases there was evidence of distress, but neither the patient nor the family had approached the doctor for help. In the other 5 cases the patient was known to be worried, depressed, or schizophrenic. 3 of these patients were under my personal care when they committed suicide. As a rough estimate I should say that in 8 of the 12 cases the tragedy was preventable; that is if on the one hand the relatives had divulged their fears to the doctor, and on the other hand if the doctor had been more skilful in his assessment of the case.
To look only at suicides is to observe the apex of the iceberg and to ignore the vast submerged portion which is so much greater. The figures in our practice show that as many people die from the hopeless inanition induced by severe depression as die by their own hand. They are nearly all senile depressions and what a dreadful end it is. In my experience depressive disorders are the com-
